In 1993, all 37 private nursing homes in Mid-Staffordshire were invited to take part in this study, and 16 agreed. Over 1 year, a nurse audit facilitator visited these homes to teach staff, and stimulate and assist with audit projects. At the beginning and end of the 12-month period, the residents were assessed by administered questionnaires and by the short Geriatric Depression Scale.
Introduction
Over the last 5 years, there has been increasing disquiet about the standards of care offered in private nursing homes [1] [2] [3] , and about the effectiveness of the system of inspection [3] , which is regulated by the Registered Homes Act 1984 [4] . The Act sets out the responsibilities of Health Authorities, which are to inspect the standards of care in private nursing homes at any time and not less than twice a year. The national regulations [4] stress organizational and hospitality aspects of care, but refer only briefly to standards of clinical care.
The Royal College of Physicians and the British Geriatrics Society have jointly prepared guidelines for good practice in long-stay institutions [5] . These focus on eight 'key indicators' of quality of care: preserving autonomy, promoting urinary continence, promoting faecal continence, optimizing drug use, managing falls and accidents, preventing pressure sores, optimizing the environment, the use of equipment and aids, and the medical role in long-term care. Audit protocols have been published for each of these eight key indicators, consisting of a series of checklists that allow continuous assessment, review and evaluation [6] .
Little research has been done on how best to introduce audit into long-stay institutions, or on whether it results in improvements in care. We carried out a pilot study of the effects of making a nurse audit facilitator available to staff in private nursing homes. We observed the uptake of audit, and any major procedural changes that occurred; and we measured residents' satisfaction by means of a questionnaire (Appendix), and residents' mental health by the short Geriatric Depression Scale [7] .
Method
In February 1993, all 37 private nursing homes located in Mid-Staffordshire were invited by letter to participate in the study. Representatives from the management and senior nursing staff of the 16 homes that agreed to participate attended an introductory meeting, where the meaning and potential advantages of audit were described.
The audit facilitator (F.K.) was a State Registered Nurse who had four years' experience as a nurse manager of a home, where she had practised standard setting and quality improvement. She had undertaken several days' additional training in audit methodology by the local Medical Audit Advisory Group (MAAG). She had assistance from the Chairman (R.C.) and other members of the local MAAG.
Each home was invited to nominate problem areas for audit or choose from a prepared list derived from the eight key indicators [6] previously listed; in addition, the project team (F.K. and R.C.) offered guidelines on audit for terminal care and bathing. All homes were given a minimum of two sets of information sheets containing guidance on carrying out audits of pressure sores and continence [6] .
The audit facilitator regularly visited the nurse manager, owner and/or senior nurses in each home to teach about audit methods, to offer help, and to encourage commitment to audit.
At the outset of the study (May-June 1993), all residents in the 16 homes who were fit enough were invited to answer a questionnaire (Appendix) in a private interview with the facilitator. The questions covered the residents' satisfaction with the organization of the home and the care they received. Residents were excluded if they had dementia or other confused state, or if they were physically too ill for questioning. The decision on whether a resident was included was made by the facilitator rather than the staff of the home. The audit facilitator also administered the short Geriatric Depression Scale [7, 8] . This indicates probable depression if a subject scores six or more points out of a possible 15 questions. Residents were advised that their answers would be confidential to the project team. Summaries of the responses were fed back personally to the nurse manager or owner of each home by the audit facilitator.
In January and February 1994 the residents' satisfaction questionnaire and depression scale were administered for a second time to those residents surveyed at the start of the project. Summaries of the responses were again fed back to the managers of each home. The audit facilitator also recorded any major changes in the provision of care that were made during the study period.
A Minitab package was used to process the data. The 1993 and 1994 satisfaction surveys were compared by analysing each resident's responses, excluding those residents who had not responded to both. The responses for each question were classified as improved, no change, or deteriorated; and whether there was an overall change from 1993 to 1994 was analysed by the sign test. The change in the Geriatric Depression Scores between 1993 and 1994 was assessed by the Wilcoxon signed rank sum test [9] . All statistical tests done were two-sided.
Results
Out of 37 nursing homes invited, 16 agreed to participate in the project, ten refused and 11 did not reply. The sizes of the 16 participating homes ranged from 15 to 65 beds, and the total number of residents in the 16 homes varied between 571 and 581 in the 12-month study period. The time spent by the audit facilitator on encouraging and teaching about audit and feeding back results ranged between 12 and 36 hours per home (average 21 hours). The median number of visits was ten. Homes receiving the most visits were amongst the most and least enthusiastic about carrying out audit.
The mean age of residents included in the questionnaire survey was 81.6 years (SD 9.8); the median age was 84 years. Seven residents who responded to the survey were under 65 years of age.
During the study period, three homes did not undertake any audit projects, and the remaining 13 homes carried out at least one project (ten of these had never previously carried out any audit). Eight of these 13 carried out at least four separate audits, and three of these carried out over 20 audits. The most common area audited was continence.
Re-audit showed that the 16 homes made a total of 27 major changes in the provision of care, such as changing and implementing new policies on privacy or personal hygiene, or setting up residents' meetings. Six homes made no changes, and ten made between one and five changes. All of these ten homes that made changes lay in the group of 13 homes that carried out audit. Typical changes were: more comprehensive screening of residents in shared rooms when being washed, timetabled slots where staff sat with individual patients, and increased opportunity for baths.
One hundred and seventy-seven residents in the 16 homes answered the satisfaction survey at the start of the project in 1993. The main reason for exclusion of residents was their poor mental or physical condition. A number of residents (less than 20) refused to co-operate when approached, and were not assessed further. Nine months later, in 1994, the follow-up survey was completed by 138 of the 177 residents who completed the first survey. The remaining 39 had either died, become unwell or now declined to co-operate. The average age of these 138 residents was 81 years (range 42 to 100 years); 108 (78%) were female.
When the responses to the 1993 and 1994 questionnaires were compared, there were statistically significant improvements in the following aspects of care: being able to spend time in their own room, receiving help from staff, privacy during washing and toiletting, privacy while talking to visitors etc., and kind treatment from the staff (see Table I ). No statistically significant improvements in responses were found in the four other aspects of care shown in Table I . There was also an increase in the proportion of residents knowing how to complain from 91% in 1933 to 98% in 1994 (p = 0.04), but no significant difference was found in the frequency with which residents reported that staff would sit and chat with them.
The mean score on the short Geriatric Depression Scale dropped from 4.73 in 1993 to 4.25 in 1994 (p = 0.02, Wilcoxon signed rank sum test), indicating improved mental health. In 1993, 41 out of the 130 residents who completed both geriatric depression surveys, scored six or more points on the short Geriatric Depression Scale indicating probably depression, and in 1994, this had fallen to 38. Table II , these figures are broken down into the two groups of homes-the six homes that did not make changes and the ten homes that did make changes. In five of the 11 questions outlined in Table II , there were significant differences (p < 0.05) or strong trends (0.05 < p < 0.10) between the two groups of homes. In three of these five questions, there were greater improvements in the homes that made changes. In the other two of these five questions, examination of the detailed figures (Table III) shows that the homes that did not make changes had made greater improvements, but that they started from a lower level and with more scope for improvements.
Comparison of changes in residents' satisfaction levels and depression scores in homes that made changes (n = 10) and those that did not (n = 6): In
The mean depression score at the start of the study in homes that did not make changes was 5.33, compared with the lower score of 4.40 for residents in homes that made changes (difference in scores significant, p = 0.001), Mann-Whitney test. By the end of the study, the mean depression score in homes that did not make changes had fallen slightly to 5.17, compared with a larger fall to 3.81 in the residents of the homes that had made changes.
Discussion
A number of encouraging findings emerged from this pilot study. First, most of the nursing homes in the study began to undertake projects whereas most had previously done none. Second, a number of important changes in the running of the homes were made, apparently as a result of these audit projects. It is also encouraging that, in the residents who were fit enough to be questioned, standards of care and mental health appeared to improve. It is possible that these improvements are a direct result of the audit projects carried out, or they could be due to the less specific stimulus of the involvement of an outsider in the monitoring of care. Either of these explanations would be an important effect. In an uncontrolled and unblinded study such as this, it is also possible that the observed differences between the 1993 and 1994 residents' responses were a consequence of unintentional bias in the researchers, or were due to the residents adapting their responses with increased familiarity with the researcher. In view of the size and range of the differences found, these latter explanations seem unlikely. One year later, audit projects are still continuing in the homes that undertook them during the study period.
The mortality rate of the 177 able nursing home residents who participated in the questionnaire survey was less than half that expected for a nursing home population where annual mortality is generally about 50%. This indicates that those fitter residents included in the survey were not necessarily representative of the nursing home population.
It is a matter of concern that only 177 residents were fit enough to answer the 1993 survey (and only 138 answered both surveys) out of nearly 600 residents in the homes. This indicates a need for simpler methods of assessment of the quality of care of nursing home residents, as the proportion of residents able to respond to an administered survey was so low that there must be considerable reservations about this method as a valid measure. It has been found that contact between nursing staff and patients tends to be centred on the more sociable patients [10] . It would be unsatisfactory to measure the care in nursing homes purely by the responses of the fitter residents, as this may lead to an even greater disproportion in the amount of attention given to the fitter minority. Possible simpler methods include using very short administered questionnaires, and asking residents to choose between a choice of pictures, rather than a selection of verbal replies. It would also be possible to survey the residents' relatives, although logistically this would be more difficult, and the relatives' opinions may be more influenced by the attitudes of the staff to them rather than to the residents.
Incentives to adopt a quality improvement culture in long-stay care homes need to be considered on a national scale. Homes that make or maintain quality improvements as demonstrated objectively to an inspectorate might be awarded certificates for display in their entrance halls. Small financial rewards might be introduced for homes that have achieved quality changes for appropriate investment in the home or financial penalties imposed for failure to reach quality standards set out by the Social Services Inspectorate. All Social Services Departments could appoint a facilitator to be readily available for advising and teaching about quality management in long-stay homes. The costs of such appointments should be more than justified by the improvements in the quality of elderly residents' care.
It is concluded that the introduction of audit into nursing homes is a worthwhile area of study, and that further research is needed to measure its benefits more accurately. It is also evident that work is needed to develop methods of assessment of the most frail of the elderly, so that they too can be included in surveys of quality of care.
